That bronchiectatic cavities are frequently the result of too long existent pleuritic effusions every one will admit. The lung being bound down by a layer of fibrinous membrane, and the fluid being gradually absorbed, the diaphragm will be drawn up, the heart and opposite lung drawn over, and the chest wall drawn in. This drawing up, in, and over will not, however, in bad cases be sufficient to fill up the space which the absorbing fluid tends to leave, nor will in addition be the emphysematous distension of the affected lung at parts still pervious to air. Hence the bronchial tubes, the most yielding parts, will have their walls drawn out, and bronchiectasis will be produced. But what I wish to contend for in this paper is that a purulent pleuritic exudation?that is to say, an empyema?is, by its being able much more readily than a serofibrinous effusion to 
That bronchiectatic cavities are frequently the result of too long existent pleuritic effusions every one will admit. The lung being bound down by a layer of fibrinous membrane, and the fluid being gradually absorbed, the diaphragm will be drawn up, the heart and opposite lung drawn over, and the chest wall drawn in. This drawing up, in, and over will not, however, in bad cases be sufficient to fill up the space which the absorbing fluid tends to leave, nor will in addition be the emphysematous distension of the affected lung at parts still pervious to air. Hence the bronchial tubes, the most yielding parts, will have their walls drawn out, and bronchiectasis will be produced. But what I wish to contend for in this paper is that a purulent pleuritic exudation?that is to say, an empyema?is, by its being able much more readily than a serofibrinous effusion to Suppose we have a bronchiectatic basal cavity at (A), the forces which tend to keep this cavity enlarging are, ?(1), acts of coughing; (2), pressure of secretion ; (3), traction, as the result of cell infiltration, fibrosis, and contraction in the lung tissue around. As regards 1 and 2 nothing more need be said; it is evident that both must always act in distending-the cavity. As regards (3), the traction, we have to notice that it will act partly in distending and partly in contracting the cavity. Thus, as the newly-formed fibrous tissue contracts in every direction, it will, as shown by the straight ayrows (Fig. A) Its escape by the tube is not usually followed by entrance of air into the empyema cavity, and so there occurs an approximation of the pulmonary to the costal pleura, and consequent tendency to obliteration of the empyema cavity. The escape of pus will also, it is to be noted, be favoured by every inspiration, and the approximation of the pulmonary to the costal pleura by expiration and coughing.
In time, by this suction and force-pump-like action of inspiration, expiration, and coughing, the pus will be got rid of, the pleural membranes become again adherent, and in favourable cases this will mean the recovery of the patient. But the course is not always so favourable. The suppurative inflammation at the base of the lung caused by the burrowing of the pus is very likely to induce irritative inflammation and loss of tissue. This loss of tissue has to be made up for by fibrosis and contraction, which, as we have already seen, must act by drawing bronchial walls to pleura, and so tending either to separate again the pleural membranes or to dilate the bronchial tubes.
When we reflect that the act of coughing is all in favour of the dilating process, and that the irritation of the bronchial mucous membrane by the pus will-cause increased secretion, and in time a similar distending tendency, we can, I think, understand how in this way, with obliteration of the pleural cavity, bronchiectatic or basal lung cavities are sooner or later likely to be produced.
Since ordinarily we do not see instances of basal cavities which we believe to have been produced by empyemas bursting through the lung until long after all traces of the empyema have disappeared, it is difficult in any given case to be sure that empyema has been the cause. The following is, however, I think, an example of such a case :? * H. P., a little girl of 9, was brought to me at the Infirmary in September 1889. The history was that she had been well till about two years previously, when, after exposure to cold, she had "inflammation" in the right side. The nature of this inflammation could not clearly be ascertained, but she had had pain in the side, cough, fever, and sweatings. After some two months, during which time she was mostly in bed, she suddenly coughed up about a teacupful of foetid purulent matter. She seems to have improved somewhat after this, but the cough and expectoration of foetid matter, though in smaller quantity, continued, and she had remained weak and feverish, and was manifestly ill.
On examination, dulness on percussion and cavernous breathing and resonating crepitation were heard over the lower half of the right lung, and some harsh breathing with crepitation at the base of the left.
Becoming gradually weaker, and with the cough and foetid spit persisting, the child died some six months afterwards. On postmortem examination, the larger bronchi at the base of the right lung were Surgeon-Major Black said that as diaphragmatic empyema had a tendency to evacuate itself upwards into the lung, he asked if Dr James would recommend any surgical procedure for the evacuation of the pus externally on the chest so as to prevent this tendency. Dr James Ritchie said that his experience of the frequency of bronchiectasis did not accord with that of Dr James. He found bronchiectasis to be a very rare disease. Although some cases presented considerable difficulty in diagnosis, he found that by careful percussion and auscultation even small collections of pus could be located with tolerable exactness, unless they were very deeply seated, and that exploratory puncture, frequently repeated, was not required.
Dr Norman Walker asked Dr James how he suspected the condition of localized empyema which could not be diagnosed by physical sign ? Did he finally find the empyema at the seat of his earlier tappings ? He remarked that the repeated use of the same needle for several exploratory punctures was not to be considered a satisfactory amount of asepticism, and pleaded for the more-free use of the dry heat sterilizer before making exploratory punctures.
